The Official Journal ° ° 
of the Queen’s Institute of oO 4 strict 

a 
Nursing 


District Nursing 


57 Lower Belgrave Street, London, S.W.1I. Telephone SLOane 0355-9 





August 1961 No. § Vol. 4 EDITORIAL 


RACE RELATIONS on , , : “ 
me ; ’ People matter. The national health service exists primarily for the 
with particular reference to the West Indians in benefit of the individual person, although ultimately it is for the 


Great Britain benefit of the nation at large. 


by Constance M. Lee . . 
Six months ago, Mr Enoch Powell, the Minister of Health, who 
THE MANAGEMENT OF CHRONIC truly has his finger on the pulse of the health service, said he would 
HEART FAILURE like to see 1961 as a year in which there was marked progress on 
A six-point lecture the human side. Recently he singled out two reports issued in the 
a rea spring, The Pattern of the In-Patient’s Day and Human Relations in 
° ° Obstetrics, as documents of great importance. He spoke of the 
THE PREMATURITY PROBLEM need for balancing the physical with the spiritual, and matching 
“capital planning for the future with a more humane and con- 
CENTENARY APPEAL RESULTS siderate relationship with our patients in the present”’. 
The final list : ; we Te 
Unfortunately, a man’s personality and his intrinsic dignity are 
PATIENTS ARE PEOPLE often forgotten or disregarded when he becomes ill and comes into 
"Sinnste-concnathanesis leneediiee thenenm eneaher that collective category: patients. Yet it is patients who particu- 
of pneumococci” 7 , larly need respect and consideration as individuals. To borrow a 
by Marjorie Hughes phrase from Mr Powell: “Their personalities and those of the 
families to whom they belong are often keyed to an acute sensi- 
A SURPRISE ROUND EACH CORNER bility by the very reasons that brought them into hospital” —or to 
The National Gardens Scheme a sick-bed at home. 

The two reports referred chiefly to the hospital services. But 
some of the points which the Minister emphasised, and particularly 
Report of a conference on stroke rehabilitation those we mention here, can be applied equally to the public health 

service. 


RECOVERING FROM A CATASTROPHE 


THE FIRST OLD PEOPLE’S RALLY ee i 
leaded :; , ., Indeed, nearer home a district nurse tutor has been making 
A successful experiment in Buckinghamshire er a : 
similar pleas (see page 108). Reminding state enrolled nurses of the 
QUEEN’S NURSES’ BENEVOLENT FUND necessity of getting to know the person behind the illness, she has 
. , . summed up the need in two words: sympathetic understanding. 
Report of the annual meeting 2 _ s . 4 : ‘oe 
With this personal quality, the highest technical skill is rendered 
NURSING BOOKSHELF more effective. Looking ahead, as the Minister asks, the Institute is 
Modern Surgery for Nurses carrying out studies on the use on the district of central sterile 
supply services, and on improving the general nursing bag. It is 
THE ASSOCIATION OF DISTRICT NURSES hoped to make this lighter, and to adapt it so that a second bag is 
Annual Dinner; Preston and Mid-Lanes, Branch ’ teat 
While hesitating to anticipate the findings of these studies, we 
foresee that they could result in the nurse having less equipment to 
maintain and to carry, and therefore having more energy and time 
to devote to the care and understanding of her patient. 


NURSES IN THE NEWS 
Personnel changes; Scottish Reunion: retirement: 
obituary 
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Race Relations 





The author made this study last autumn while taking the first course in 


Community Health Administration at the William Rathbone Staff College. 


She is now on the staff of UN R WA in Jordan 


with particular reference to the West Indians in Great Britain 


by CONSTANCE M. LEE, s.R.N., S.C.M., M.T.D., H.V. certs. 


HE fact that there is now an Institute of Race Rela- 
| ae in Great Britain indicates that the relationship 
between the races is worthy of study. 

The study of race relations is not new; it has been 
approached from many fascinating angles. A great deal 
has been written, mostly about other countries and often 
from the point of view of the coloured people; it is there- 
fore not necessarily applicable to the situation in Britain. 
An increasing amount is now being written in this 
country. 

It is only during the last few years that appreciable 
numbers of coloured people have made their home in 
Britain so the pattern of relations between the groups is 
just emerging. Some cities have had fairly high numbers 
of immigrants for many years, but taking the country as a 
whole, the numbers have not been large. 

In order to keep this study within reasonable limits, it 
will be confined generally to the West Indian in the com- 
munity, but attitudes described might apply to any race. 

No one knows exactly how many West Indians have 
come into or left the country, or how many children have 
been born here. The reason is that many are British sub- 
jects, members of the Commonwealth and therefore free 
to come and go. For the same reason they should be 
called migrants rather than immigrants. 

The post-war migration of West Indians can be said to 
have begun in 1948 when S.S. Empire Windrush docked at 
Tilbury with 492 Jamaicans on board. During the next 
three years the numbers remained between 500 and 700 
per annum. From 1951 to 1953 the numbers increased to 
an average of 2,000 per annum. After the hurricane in 
Jamaica in 1951 conditions deteriorated and as more 
ships became available the numbers migrating rose sharply 
and are approximately as follows: 


1954 10,000 1957 22,500 
1955 24,500 1958 16,500 
1956 26,400 1959 22,500 


1960 40,000 

Now there is a probable total of 240,000 coloured immi- 
grants in Britain, of whom 150,000 are West Indians. 

The reasons for emigration are always strong and com- 
pelling. Human beings do not leave their home perma- 
nently unless they have a good reason for so doing. Going 
abroad to work for a few years or even for a holiday re- 
quires a period of adjustment, even though the decision to 
go has been taken willingly. 

The West Indians have come here because they had no 
work in their own countries, or were seeking better condi- 
tions. They were attracted by (a) higher pay, (5) better 
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standards of living, (c) the welfare state. Many were sadly 
disillusioned, many have returned. 

At first the migration was disorganised. There was no 
machinery for adequately dealing with the influx of home- 
less, workless people. 

The mistakes made by the West Indians were largely 
due to ignorance of the conditions. They were not pre- 
pared for the cold, they expected well paid jobs, they 
were not aware that unemployment benefit could not be 
paid immediately. 

In spite of early difficulties it was unusual for anyone to 
be stranded. This is a tribute to the improvised arrange- 
ments made at first by a number of bodies and later to the 
excellent work of the Caribbean Welfare Service. 


The Attitude of the English 


It is difficult to generalise about the attitude of a nation 
but on the whole it can be described as one of tolerance. 
The average Englishman has a great sense of fair play and 
is particularly sympathetic because of discrimination in 
other countries which he finds unacceptable. The English 
are characterised not by aggressiveness but rather by the 
avoidance of situations which might become difficult. 
They tend to “mind their own business” which toa visitor 
from another country appears as unfriendliness. 

The Englishman’s response is to social contacts rather 
than skin colour. This is borne out by the fact that large 
numbers of coloured and white men are working happily 
together, but the friendliness seldom extends to their social 
life. This the West Indian interprets as the colour bar; 
usually it is not so, it is the English way of life. To many 
English a newcomer is a foreigner, even if he has only 
moved from the next village, and it may be months before 
he is accepted. 

It has been said that the two chief categories in an 
Englishman's thoughts are “English and Foreign”. This 
may not be completely true but the average British work- 
man tends to lump together all peoples of dark skin or 
hair colouring regardless of nationality. This does not 
make for a happy beginning. It is like confusing a Welsh- 
man and a Scot! 

The average Englishman's ignorance of foreign coun- 
tries is also a cause of hurt feelings. The West Indian 
expects us .o know where his country is and something 
about it, and so we should. Many British people have 
grown up with a concept of coloured people and their way 
of life which has stemmed from reports of servicemen, 
merchants and missionaries who have worked overseas. 
Many of these in positions of authority came to be 
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regarded as superior and the people they were teaching or 
helping, inferior. The difference was in their advantage of 
the knowledge of a particular subject and not in racial 
origin. 

There is no longer any need for such ignorance; films, 
television and books have done much to broaden the out- 
look but, deep-rooted impressions take a long time to 
eradicate. 

Some words have an unpleasant or offensive connota- 
tion, and in the interests of good relations should not be 
used. Many are obvious words like “‘nigger’’, ““wog”, 
“blacks’’, ““darkies”’, and no thoughtful person would use 
such terms. Some words give offence and the user is quite 
unaware of this, such words as “native” and “‘un- 
developed”. Some people do not care for the word “‘alien” 
and use “foreigner” with caution. 

It is interesting that members of the World Health 
Organisation when being briefed for work overseas are 
advised about the use of words likely to cause offence. For 
the same reason, the organisation chose its Regional 
names with care and such terms as the Middle East and 
Far East are avoided. 

A sensitivity to the feelings of others is just good man- 
ners and it is in the interests of friendly relations to 
develop it. 

Many West Indians are, unfortunately, unduly sensitive 
about their skin colour. They are so blinded by this that 
any difficulty they encounter is attributed to it. If a West 
Indian fails to get a job, even if he is totally unskilled, he 
cannot be persuaded that it is not because of his skin 
colour. Many reports say that disciplinary action or dis- 
missal is nearly always interpreted as discrimination. The 
coloured man will sometimes complain bitterly that he 
can have what the Englishman does not want, the poor 
house, the unpopular job. Whether true or not, that is the 
way he sees it. 

The two major issues in the relations between the 
English and the West Indian migrant are: (a) housing, 
and (6) employment. 

Britain has a long tradition of welcoming immigrants 
into her society. Large numbers of displaced persons 
were first given refuge, then a home. In 1956 about 15,000 
Hungarians came, there are also about 130,000 Poles. 

All these are being quietly absorbed into our society 
and as in the past we benefit from their labours and their 
new ideas. We have heard very little objection in the press 
or elsewhere partly because the full number has not been 
realised. 

Why is it that 145,000 Poles and Hungarians have 
caused less sensation than the British subjects from the 
Caribbean? The reason must be that Europeans are more 
easily absorbed into a white community; the Common- 
wealth migrants are obvious because of the pigmentation 
of their skin. If coloured workers are employed in a fac- 
tory in large numbers, it is obvious to the white workers, 
and the old fear is increased that work and homes will be 
short. The reaction is to the newcomer and not to the 
colour of his skin, but it is difficult to convince the West 
Indian of this. 
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Houses are not merely places to live, they also provide 
the setting for family stability. Many of the houses in 
which the West Indians live have little to offer as homes. 
There is a depressing similarity about the houses occupied 
by them in the various cities. There is nothing to indicate 
that the West Indian or other coloured immigrants prefer 
living in these conditions. There is a shortage of accom- 
modation generally and the immigrants are on the end of 
the queue; they have added to the problem, they have not 
caused it; the situation would still be bad without them. 

Some landladies are reluctant to take in coloured 
people. Under pressure for somewhere to live they may be 
forced into unsatisfactory arrangements. Unscrupulous 
landlords often charge exhorbitant prices for poor ac- 
commodation, and the shortage has encouraged over- 
crowding. 

If we as a nation allow migration on such a large scale, 
then we must expect the migrants to live somewhere. If we 
have nothing better to offer than the slums of our indus- 
trial cities, then it is unreasonable to force them into this 
situation and then say “look at the way they live”. The 
West Indian feels aggrieved at the injustice of this attitude 
and he is quite right. What he does not always realise is 
that English residents have been on housing lists for years 
and reasonably expect priority. Overcrowding, excessive 
by our public health standards, may have to be over- 
looked temporarily in order to prevent injustice to resi- 
dents who have been waiting for years to be rehoused. 

Forcing immigrants into one section of a city, usually 
the worst, is not conducive to good relations and favours 
segregation. The people should be distributed throughout 
the community. Some housing associations have carried 
out useful work in this connection. 


Employment—and other Workers 


If housing is the most pressing problem in considering 
relations between the groups, employment is the most 
potentially dangerous. If there were homes and work for 
all, there would scarcely be a problem at all. 

There appears to be a difference between the attitude to 
students and those seeking jobs. Students are generally 
accepted quite happily, although they also have difficulty 
in finding accommodation. The reason for the different 
attitude seems to be that (a) the student intends to return 
to his own country and therefore does not constitute a 
threat, and (+) he has come to learn something which 
places him in a different relationship. 

The basis of the attitude to the worker is fear or in- 
security about employment. The horrors of the nineteen- 
thirties are still with us, but it seems that those who fear 
mass unemployment have not realised that similar 
appalling conditions have driven the West Indian to seek 
his living over here. 

There is no employment problem in England, but there 
might have been had the West Indian not come. In fac- 
tories, in road and rail transport, they have taken jobs 
Englishmen did not want. 

Reports indicate that the majority of West Indian 
workers have settled down to steady employment. There 
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vas a tendency at first to drift from one job to another in 
earch of higher pay. Most employers state that West 
Indians are willing and capable workers but rather slow. 

The Ministry of Labour assessed the skill of the 
migrants as follows: skilled 13 per cent, semi-skilled 
22 per cent, unskilled 65 per cent; women were about 
80 per cent unskilled. 

Success or failure largely depends on the economic 
question. As long as there is work for all, then the migrants 
as a group will not be a burden on the state. Although in 
principle there should be no restriction on members of 
the Commonwealth coming to this country, it is never- 
theless in their own interests that they should only come if 
there is both work and accommodation. 

If unemployment rises sharply, and there is some indica- 
tion that it will, the relations may become seriously 
strained. Of this potential danger the Government is well 
aware. 

It is expected that migrant groups settling in a com- 
pletely new environment are prone to illness. Unfounded 
accusations are also made that they introduce new 
diseases or increase the incidence of others. These unjust 
insinuations add to the strains and unhappiness of the 
migrants. In spite of the unfavourable climatic conditions, 
the incidence of illness amongst West Indians has not 
given cause for alarm. During the first few years men 
were admitted to hospital for care because of the absence 
of their women-folk and lack of facilities at home. 


Low T.B. Incidence 


Rumours that the tuberculosis rate was higher among 
West Indians caused anxiety in some areas. Studies car- 
ried out show that this is not so and that in fact the inci- 
dence is lower than in the local white population. The 
rate is higher however among Indians, Pakistanis and the 
Irish. 

The incidence of venereal disease is increasing, especially 
among the teenage population. Again, irresponsible 
statements have been made about the cause of the increase. 
In areas where the West Indian population is high there 
has been an increase in the numbers attending the clinics. 
Many factors have to be taken into consideration. There 
has been a recurrence of a rare tropical form of the dis- 
ease which has undoubtedly been reintroduced. 

In spite of stresses and strains associated with adapting 
to a new way of life, the incidence of mental illness has 
not been high. Very few have received treatment in hospi- 
tals for mental disorders. There have been few suicides. 

Court cases involving coloured people make news and 
create a false impression of the extent of crime. On the 
whole West Indians are law-abiding citizens and court 
cases are often due to ignorance of the law rather than a 
deliberate breach. 

There is a tendency for the West Indian to take a case to 
court often unwisely and against advice. He then regards 
the unfavourable result as discrimination against him 
because of his race or colour. 

At first the migrants were predominantly male and were 
unable to set up a normal home life even if they wanted to. 
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Common law unions are accepted by West Indians and 
are often surprisingly stable; the children are illegitimate. 
This, if known, causes misunderstanding in a community 
where marriage is the custom. This variation in moral 
standards is another barrier to integration. There is evi- 
dence that more West Indians are following the English 
custom and marrying. 

The West Indian desires to be integrated in the com- 
munity, unlike the Indian and Pakistani who prefers to 
keep in his own group. In spite of a desire on the part of 
the migrants and effort on the part of some authorities, 
this integration does not seem to be taking place. There 
have been difficulties at dance halls and other places of 
entertainment. Even places of worship have been a failure 
in most instances, the English form of service seems cold 
and insincere to the West Indian, and to the English, his 
seems noisy and irreverent. 


Discussion 


It is assumed that at national level we are prepared to 
accept coloured people into our society who will gradu- 
ally become absorbed into the community and make it 
their permanent home. 

This is in accordance with the United Nations Declara- 
tion of Human Rights which has been endorsed by the 
United Kingdom. This being so, anything hindering such 
acceptance should be avoided. 

It has been seen that a number of factors directly or 
indirectly hinder good relations. Human reactions vary 
according to personal or national stress. Whatever con- 
tributes to personal or national prosperity and stability 
will also favour the establishment of harmonious relations. 

Local and individual effort should be directed at 
improving understanding of the whole situation. 

More provision might be made to meet the needs of the 
migrant, for example increasing the supplies of their own 
food; adapting church services to attract them. Infant 
welfare centres are not meeting the need of the West 
Indian mothers and babies: there is evidence of early pro- 
tein malnutrition and anaemia, and alarming numbers of 
children have been burnt by oil stoves; here are two op- 
portunities for imaginative teaching in the clinics. There 
is room for adaptation and compassion but not senti- 
mentality. 

The West Indian has come to Britain, he has come 
because he must. He has come to the land which became 
rich from her colonies and must now give of those riches 
in order that her subjects may survive. 


Summary 


Approximately 240,000 coloured immigrants are in 
Britain, of whom 150,000 are West Indians. 

The majority have found employment. The majority 
are living in the worst areas of our large cities, through no 
fault of their own. 

The attitude of the English is generally tolerant, with 
some areas of discrimination. The attitude of the West 
Indian is one of disappointment but acceptance of things 
as they are. Their undue sensitivity about their skin colour 

continued on page 105 
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From a lecture given to district nurses at a refresher course 
at Canterbury Hall, London, arranged by the Queen's Institute 


The Management of Chronic Heart Failure 


by J. PATRICK MOUNSEY, M.A., M.D., M.R.C.P. 


Lecturer and Physician, Department of Medicine, Postgraduate Medical School and Hammersmith Hospital, London 


HERE are six points that I propose to discuss briefly 

about the management of chronic heart failure: first, 

how does the normal circulation work and what are 
its most important functions; second, what is heart fail- 
ure; third, how does one diagnose heart failure; fourth, a 
word about the general principles of treatment; fifth, how 
does one recognise and treat underlying factors respon- 
sible for chronic heart failure; and sixth, how best can one 
bridge the gap of returning to work and normal life after a 
heart illness. 

As you know, the function of the normal circulation is 
to supply oxygen and substances necessary for the nutri- 
tion of the body tissues to all the cells in the body and at 
the same time to take away waste products and carbon 
dioxide. The circulation does this through the action of 
the heart, which pumps blood through the lungs, where it 
takes up oxygen and gives off carbon dioxide, and then 
pumps this oxygenated blood in turn to the tissues, where 
the oxygen is needed for the normal metabolism of the 
cells and where carbon dioxide is given off. The deoxygen- 
ated blood is then pumped back into the lungs and the 
whole cycle begins again. 

So as to avoid mixing of the oxygenated and deoxygen- 
ated blood in the circulation, the heart is divided into two 
separate parts, the right heart that deals with the de- 
oxygenated blood, and the left heart that deals with the 
oxygenated blood. This division of the heart into two 
separate portions is of importance in understanding heart 
failure, since each portion may fail separately, depending 
on where the disease affecting the heart or blood vessels 
happens to lie. 

Not only does the normal circulation have to supply 
the needs of the tissues, bringing oxygen and other sub- 
stances, but it also pumps the blood round at a high 
enough pressure so as to reach the head, when one stands 
upright, otherwise people would always faint when they 
stood up. There is another pressure within the heart that 
must be kept more or less constant and that is the filling 
pressure of the heart, that is to say the amount of pres- 
sure in the veins and atria as the venous blood travels 
back into the heart. The normal circulation is so adjusted 
that this pressure is remarkably constant, measuring 
about five centimetres of saline at the mid-point of the 
heart. Another way of saying this is that the normal 
healthy heart is able to pump forward at once all the blood 
that is presented to it. 

One of the most important things that goes wrong 
when heart failure is present is that the filling pressure of 
the heart rises above the normal level. Instead of a pres- 
sure of about five centimetres of saline in the veins and 
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atria, the pressure may rise to ten centimetres or even 
higher. When the right heart fails, the veins in the neck 
become distended and the liver, which is drained by large 
veins that enter the inferior vena cava, becomes swollen 
and enlarged because the blood can no longer drain away 
from it so freely. The increased pressure in the systemic 
veins has one of its most marked effects at the ankle and 
the lower part of the legs, where oedema develops. If the 
patient is confined to bed, then the oedema collects at the 
bottom of the back instead, because this then becomes the 
lowest part of the body. 

When, on the other hand, the left heart fails, the pres- 
sure in the left atrium and the pulmonary veins rises, 
causing the lungs to become congested, and the patient 
consequently becomes breathless. If severe heart failure is 
present, the pressure in the pulmonary veins rises very 
high and so fluid may leak out from the blood vessels of 
the lung into the alveolar spaces and the patient gets 
pulmonary oedema, with copious pink, frothy sputum, 
which is really fluid that has escaped from the circulation. 


Changes in Output 

I have emphasised the importance of the disturbance of 
the normal filling pressure in the heart in producing symp- 
toms of heart failure, but of course there are changes in 
the output of the heart also. In a severe attack of coronary 
thrombosis, when the output of the heart may fall con- 
siderably, the circulation is no longer able to supply the 
full needs of vital organs, such as the brain and the kid- 
neys, and so treatment must be aimed at maintaining the 
blood pressure and the output of the heart during the 
acute phase of the illness. 

The recognition of heart failure is not always easy. 
Swelling of the ankles should always raise the possibility 
of right heart failure, but one must remember that vari- 
cose veins, disease of the kidney, or severe anaemia and 
malnutrition may also cause this. One of the most heipful 
signs in deciding whether heart failure is present or noi is 
the presence of distended neck veins. If the neck veins are 
not distended, then the oedema is due to some cause other 
than heart failure. 

Failure of the left heart usually gives rise to shortness of 
breath on effort as the presenting symptom. When the 
disease becomes serious and advanced, then patients find 
that they are no longer able to lie flat in bed because of 
breathlessness. There are, however, other causes of breath- 
lessness besides heart failure, of which the commonest are 
pulmonary disease and obesity. The breathlessness of pul- 
monary disease varies greatly in patients with bronchitis, 
depending on the condition of their lungs at the time. 
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This is rather unlike <he breathlessness of heart failure, 
which does not usually show such marked day-to-day 
variations, except in an acute exacerbation of heart failure. 
In this way it is sometimes possible to distinguish between 
the two causes of breathlessness on the patient’s history 
alone. 

Having established the presence of heart failure, we 
turn to the general principles of treatment. Rest is the 
first line of attack, so as to decrease the demands for 
oxygen by the tissues and thus to rest to a certain extent 
the heart muscle itself. There is always the danger, how- 
ever, that by prolonging rest in bed unnecessarily the 
patient may develop hypostatic pneumonia, bed sores, or 
calf vein thrombosis with pulmonary embolism. 

It is here that good nursing plays such an important part 
in preventing these complications by turning the patient 


and encouraging him to move about in bed, by the care of 


the skin of his back, and by encouraging him to carry out 
leg exercises to maintain an active circulation in the legs 
and thus avoid thrombosis of the calf veins. The question 
is sometimes raised whether it is less of a strain for the 
patient to use a commode by the bed-side, rather than the 
bed-pan. This must depend to a certain extent on local 
facilities, but in general, where patients are not so weak as 
to be unable to get themselves in and out of bed, it is 
easier for them to use the commode. 

Digitalis is still the most useful drug in the general 
treatment of heart failure. It exerts its most marked effect 
in patients who are in atrial fibrillation, with a fast, irregu- 
lar pulse. In these patients the heart is beating too fast to 
fill properly and by slowing the heart rate digitalis re- 
stores the output of the heart to a more normal level, 
while at the same time reducing the raised filling pressure 
of the heart. Digitalis is a remarkably safe drug, when used 
correctly. Patients can continue to take it for years. 

There are certain simple rules, however, that it is wisest 
to observe when a patient is taking digitalis, so as to avoid 
the possibility of over-dosage. If the patient becomes nau- 
seated, this may be a sign of over-dosage, but nausea can 
also be due to heart failure itself and the doctor must 
decide whether to continue the treatment with digitalis or 
to withhold it temporarily. The other sign that should 
always be looked for by the nurse is slowing of the pulse 
rate below sixty a minute. When this occurs, it is safest to 
stop the digitalis for the next twenty-four hours, as it is 
usually a reliable indication of over-dosage. 

Recently the introduction of chlorothiazide has brought 
a new complication of digitalis treatment, for chloro- 
thiazide given over a certain period of time may deplete 
the body’s stores of potassium. This renders the heart 
more susceptible to over-dosage with digitalis, the first 
sign of which may then be a sudden change in pulse to a 
rapid instead of a slow rate. When this happens, the doc- 
tor should be contacted at once. There are many dif- 
ferent preparations of digitalis, of which the commonest 
in this country are the powdered leaf (digitalis folia) and 
digoxin (a purified extract), but all the preparations exert 
the same kind of effect on the heart. 

Thirdly I want to mention diuretics, for it is especially 
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Photograph by courtesy of Aircent 


$.S.A.F.A. at Fontainebleau 


Among a number of former district nurses on the staff of the S.S.A.F.A. 
Nursing Service is their principal nursing officer, Miss Miriam Sankey. 
Miss Sankey is well known to district nurses in Britain, and also to the 
public health nurses in Singapore, where she was tutor. 

Recently Miss Sankey visited the Fontainebleau, France, branch of 
S.S.A.F.A. She was shown round the British wing of the local military 
hospital by the senior sister and the senior medical officer, both pictured 
with Miss Sankey above. She also visited the families and ante-natal clinics 
and accompanied the resident S.S.A.F.A. sister on her rounds. 





here that the district nursing profession has been able to 
give such invaluable help. Until recently the only really 
effective diuretic had to be given by injection and so doc- 
tors had to call on district nurses to give the patients their 
weekly or sometimes twice-weekly injection of mersalyl. 
This has meant devoted nursing service to the patient, not 
just for a few weeks or months, but often for many years. 
Fortunately, we now have the new diuretics of the chloro- 
thiazide group that are given by mouth and we can thus 
spare the patient repeated injections and relieve nurses of 
some of their many visits to these cardiac patients. Some- 
times patients need a combination of chlorothiazide and 
mersalyl in resistant cases. 

When the district nurse notices that the urinary output 
following the diuretic is falling off, or that the patient is 
beginning to gain weight due to retention of fluid, she 
should report this to the doctor. It usually indicates that 
an adjustment of treatment is needed and it may be neces- 
sary for the patient to go into hospital for a short time for 
investigation, with special emphasis on a disturbance of 
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the level of their electrolytes, which may complicate pro- 
longed diuretic therapy. In order to try to prevent deple- 
tion of the body’s stores of potassium, which is usually 
the electrolyte most seriously affected, potassium citrate or 
chloride is sometimes given orally during treatment with 
chlorothiazide. 

Now that we have these excellent diuretics, strict salt 
restriction in the diet is seldom necessary and thus we are 
able to spare the patient the added burden of a tasteless 
and unpleasant diet. Rigid restriction of total fluid intake 
in heart failure need not be pressed either, since the body 
needs an adequate amount of water for the kidney to 
function. The patient can usually be safely allowed about 
two-and-a-half pints of fluid a day, which in fact is prob- 
ably all that he will feel like drinking in most cases. 

So far, we have been considering the case of a patient 
who, because of the nature of his heart disease, can never 
be cured. In such patients the aim of treatment is to keep 
at bay the symptoms of heart failure and it is, of course, 
just these patients who need the most skilled nursing care 
from the district nurse. 

Before giving up any hope of a more radical cure in such 
patients, however, the doctor must satisfy himself that 
there is no underlying treatable cause of heart failure. 
Certain diseases, often difficult to diagnose, have every 
time to be excluded. These include thyrotoxicosis, sub- 
acute bacterial endocarditis, shower pulmonary emboli, 
painless cardiac infarction, and even rheumatic fever can 
be very difficult to diagnose in the absence of involvement 
of the joints. Constrictive pericarditis can be confused with 
coronary thrombosis, when praecordial pain is the pre- 
senting symptom, the pain being in fact due to the original 
acute attack of pericarditis that has later led to constric- 
tion of the coverings of the heart. The diagnosis of con- 
strictive pericarditis can be one of the most gratifying to 
make, for though the patient may have been in congestive 





heart failure for many years, operation with removal of 
the constricting pericardium may restore the patient to 
full health and a normal life. 

Lastly, | should like to say just one word about re- 
habilitation and getting the patient back to work and 
normal life. As you know, it is not always possible to do 
this, but it must always be our aim to achieve it and the 
district nurse, who sees the patient in his home, can play a 
most important part in helping to bridge the.gap for the 
patient between his illness and returning to work. Practical 
advice is needed here, rather than exhortation alone. Often 
by explaining to a patient little ways in which he can save 
himself unnecessary effort when he first starts getting up 
and about, and by arranging help for him during this 
period, the district nurse can start the ball rolling for him, 
and his confidence and self-reliance return. 

From the point of view of the nature of his work, it is a 
mistake generally to suggest to the patient that he should 
seek a lighter job, unless it is absolutely certain that he 
cannot manage his old one. If he has been with a firm for 
a long time, it is often possible to fit him into a slightly 
lighter form of the same kind of work in that firm, whereas 
if he leaves that firm he may well find it difficult to find 
suitable light employment elsewhere, since employers are 
naturally shy of taking on a cardiac patient, previously 
unknown to them. 

Do not forget, either, that jobs to which we have be- 
come accustomed by long training require less expenditure 
of energy than those to which we are unaccustomed. 
Heavy work, in fact, to one skilled in it, may be actually 
less of a strain on a patient than lighter work to which he 
is not used. For all these reasons, therefore, it is usually 
best, as far as possible and depending on individual cir- 
cumstances, to encourage the patient to try to return to 
his previous type of work or possibly some lighter job 
connected with it. 





Smallpox Retreats 


N spite of sporadic appearances outside the endemic 
] areas of the world, smallpox appears to be retreating, 
according to the figures for 1960, published by the 
World Health Organization. The number of cases, hardly 
more than 51.000, is distinctly less than that for any pre- 
vious year. 

In 1960 many towns near a port or airport reported 
cases of smallpox, one of the rare remaining diseases sub- 
ject to quarantine, likely to be transmitted from one 
country to another by sea or air traffic. The most notable 
instances of this during the year were the export by sea of 
smallpox from Calcutta and the Persian Gulf to Suez, by 
air from India to Great Britain and, again from India, to 
Moscow, where a small epidemic resulted. 

The long duration of the incubation period of the 
disease, the slight symptoms which may pass unnoticed, 
especially in persons who have been previously vaccinated, 
as well as the increasing speed of aircraft, are all factors 
which are making the transport of smallpox by air a more 
and more frequent occurrence. 
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Race Relation’s continued from page 102 


makes life more difficult for them than it need be. 
Health and behaviour have given no cause for com- 
plaint or alarm. 
The average Englishman’s ignorance of the country 
and customs of the migrants has hindered good relations. 
Effort should be made at national and individual level 
to study and overcome hindrances to good relations. 
BIBLIOGRAPHY 
Coloured Immigrants in Britain 
Institute of Race Relations 
The West Indian Comes to Britain 
Family Welfare Association 
White and Coloured, the Behaviour of British People towards 
Coloured Immigrants M. P. Barton 
Race, Prejudice and Education Bibby 
Coloured Minorities in Britain Collins 
They Seek a Living Joyce Eggington 
A Study of West Indians in Liverpool 
Anthony Richmond 


The Pleasures of Exile George Lemming 
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HE need for loc:i health authorities and hospital 

authorities to work together to reduce the incidence 

of premature births, and to cover all aspects of 
hospital and home care of premature infants, is empha- 
sised in the recent report on prematurity.* 

It also stresses the need for good ante-natal care; care- 
ful selection for hospital confinements; the provision of 
hospital beds for mothers with abnormal obstetric or 
general histories; a sufficient number of beds for ante- 
natal care; and the importance of seeing that advice given 
to an ante-natal patient is carried out. 

The report suggests that hospitals could combine the 
care of premature infants with that of mature sick infants 
so that each could have expert care. Special baby care 
units are best provided in large maternity departments, 
and if possible when a mother goes into premature labour 
she should be delivered in a hospital with one of these 
units to prevent transfer of the baby after birth. Where a 
baby has to be transferred, provision should be made for 
the mother also. 

Emergency resuscitation teams should be available day 
and night to deal with premature infants born in hospital 
or at home. If a premature infant is kept at home the care 
should be undertaken by a nurse or midwife with special 
training, who can visit frequently. 

The importance of preparation for discharge from hos- 


* Report of the Sub-Committee of the Joint Standing Maternity 
and Midwifery Advisory Committee and the Standing Medical 
Advisory Committee of Central Health Services Council (H.M. 
S.O. 9d. net.) 


The Prematurity Problem 





























pital is stressed; finding out if the home is suitable, 
teaching those who will be handling the child, giving the 
family doctor and medical officer of health a full report 
on the child’s medical condition. 

If the recommendations of the report are carried out it 
is hoped that the number of premature births will be 
reduced and the facilities available for the care of pre- 
mature infants will be improved where necessary so that 
they are of a uniform high standard throughout the 
country. 

At present prematurity, or conditions associated with 
it, account together for over 5,500 infant deaths annually 
in England and Wales. (According to international defini- 
tion a premature infant is one which weighs 5} Ib. or less.) 

It is often a matter of chance whether an infant is born 
dead or dies soon after birth so that it is desirable to 
examine pre-natal, intra-natal and early neonatal deaths 
as a single problem. The perinatal mortality (stillbirths 
and deaths in first week of life) was 34 per 1,000 in 
England and Wales in 1959, and is too high. 

Since the aetiology of prematurity is unknown in more 
than one half of the cases, it is clear that research on the 
factors causing premature labour is urgently needed. The 
report recommends the setting up of local perinatal 
mortality committees consisting of consultant obstet- 
ricians, consultant paediatricians, pathologists, medical 
officers of health, family doctors and senior midwives or 
nurses to review perinatal deaths with the object of ascer- 
taining the cause and determining the avoidable factors. 





CENTENARY APPEAL RESULTS 


HE Centenary Appeal raised a grand total of over 
£200,000 (including interest on the £195,409 8s. 6d. 
contributions received) up to Ist May 1961. The 
Queens’ Institute warmly thanks all those who helped to 
achieve this magnificent result. 
Although the list published here is the final one to be 
issued, the appeal will not be closed officially while money 


SUMMARY 


Counties 
Boroughs 
Scotland 
Eire .. 

Overseas 


Not included in above figures: 
London Flag Day . ‘ 
Sir Vivian Fuchs’ Lecture 


Robert Morley Appeal, not allocated locally (total: £3,312. 12s. 10d.) 


Benjamin Shorthouse Bequest 


TOTALS 


continues to come in. Further contributions will always 
be welcome. 


The list is divided into two categories: 
(a) money raised locally by nurses and others. 


(b) amounts received in response to appeals sent out 
from the London headquarters office. 


OF TOTALS 





Local Q.1.D.N. H.Q. 
Collection Collection 
(a) (b) Total 
£ s. d. £ s. d. £  & 
75,885 1 7 61,049 7 8 136,934 9 3 
28,931 19 10 14,187 1 10 43,119 1 8 
- 4,000 1 2 4,000 1 2 
146 2 0 19 2 6 35 4 6 
‘ 41 17 8 4117 8 
£104,833 3 5 £79,297 10 10 £184,130 14 3 
3,339 18 5 3,339 18 5 
- 857 14 6 857 14 6 
- 81 1 4 81 1 4 
_ 7,000 0 O 7,000 0 O 
; £108, 173 110 £87,236 6 8 £195,409 8 6 
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Liverpool 
St. Helens 
Birmingham 
Bradford 
Blackburn 
Manchester 
Gateshead 
Hove ae 
Rochdale. . 
Southampton 
Sheffield .. 
Exeter 
Halifax 
Gloucester 


Middlesbrough . . 


Sunderland 
Plymouth 
Darlington 
Belfast .. 
Brighton .. 
Blackpool 
Bath 
Oxford 
Stockport 
Bournemouth 
Bristol 
Rotherham 
Norwich .. 
Barnsley 
Coventry 
York 


Southend-on-Sea 


Grimsby .. 
Birkenhead 
Bolton 
Lincoln .. 
South Shields 
Portsmouth and 
Southsea 
Cardiff 


Hastings and St. 


Leonards 
Reading .. 
Barrow 
Eastbourne 
Bury 
Swansea .. 
Leeds 
Londonderry 
Great Yarmouth 
Leicester . . 
East Ham 
Croydon .. 
Carlisle 
Tynemouth 
Burnley 
Bootle 
Nottingham 
Northampton 
Oldham 
Canterbury 
Warrington 


Newport, Mon. .. 


Chester 
Huddersfield 
West Ham 
Salford 
Worcester 
Wigan 


Totals 
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Local 
Collection 
(a) 
. a & 


592 13 
4,032 17 
1,520 16 

326 3 
1,527 0 
1,134 0 
1,301 11 
1,123 17 
1,055 10 
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COUNTY BOROUGHS 


Q.1.D.N.H.Q. 
Collection Total 
(b) 

£ s.d ge. s 
7,557 13 6 8,150 7 
— 4,032 17 
1438 9 6 2,959 6 
2,598 12 1 2,924 15 
39 8 O 1,566 8 
426 8 3 1,560 8 
1,301 11 
1,123 17 
..2 1,060 18 
18 16 0 1,052 4 
347 19 6 987 8 
516 0 890 11 
13 12 0 786 6 
27 1=«0 777 11 
30 12 O 700 2 
105 0 0 631 15 
67 ll 6 592 11 
10 10 O 590 10 
26 5 0 587 5 
171 15 O 556 3 
20 19 6 546 19 
45 14 6 516 14 
58 9 0 516 5 
75 12 O 424 18 
28 13 8 417 17 
158 17 4 406 13 
aZi2 9 380 6 
58 19 O 367 8 
358 16 
164 5 6 331 9 
113 15 6 328 15 
22 70 6 i 
316 15 
: 2a 303 O 
60 15 0O 296 15 
5 0 0 273 3 
mo 2 
5 9 O 260 14 
11 2 4 251 6 
17 15 6 240 I1 
3 8 6 239 18 
220 0 
19 7 6 218 15 
15 15 O 204 16 
39 0 203 9 
189 14 0 197 9 
6 5 0 188 17 
159 10 
143 13 
135 8 
1010 O 121 3 
210 O 111 13 
110 O 
320 109 3 
101 6 
30 3 5 100 3 
a. & 88 8 
5 5 0 oF -2 
16 16 O 86 6 
3110 O 67 15 
51 0O 
614 6 46 18 
3 6 0 46 18 
34 0 
419 0 30 19 
29 § 
21 0 


19 10 £14,187 1 


10 £43,119 1 
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London . 
Nottinghamshire 
Gloucestershire .. 
Sussex—East 
Lancashire 
Surrey 
Norfolk 
Worcestershire 
Warwickshire 
Leicestershire 
Berkshire. . 
Cumberland 
Hertfordshire 
Somerset 
Essex 
Devon... 
Cheshire .. 
Dorset - 
Yorkshire—West 
Riding 
Oxfordshire 
Caernarvonshire 
Sussex—West 
Bedfordshire 
Isle of Ely 
Derbyshire 
Shropshire 
Buckinghamshire 
Cornwall : 
Westmorland 
Breconshire ' 
Cambridgeshire . . 
Denbighshire 
Yorkshire—East 
Riding 
Kent — 
Radnorshire 
Hampshire 
Isle of Wight 
Herefordshire 
Northamptonshire 
Merioneth 
Pembrokeshire 
Yorkshire—North 
Riding 
Suffolk—West 
Middlesex 
Staffordshire 
Anglesey .. 
Suffolk—East 
Isle of Man 
Glamorgan 
Flintshire 
Co. Antrim 
Lincolnshire 
Montgomeryshire 
Rutland a 
Channel Islands 
Co. Durham 
Wiltshire sh 
Carmarthenshire 
Northumberland 
Monmouthshire 
Huntingdonshire 
Cardiganshire 


Totals 


COUNTIES 
Local Q.1.D.N.H.Q. 
Collection Collection Total 
(a) (b) 
. “& @ . &-& zs 
908 4 5 53,240 411 54,148 9 
4,762 7 2 272 11 O 5,034 18 
4,372 15 9 164 16 9 4,537 12 
4,175 4 0 324 16 O 4,500 0 
4,001 8 6 155 10 4 4,156 18 
3,743 15 8 401 210 4,144 18 
3,953 10 6 10 15 6 3,964 6 
3,254 11 8 465 10 6 3,720 2 
3,424 0 2 171 1 O Roee of 
3,035 1 1 467 17 0 3,502 18 
2,629 10 5 797 13 10 3,427 4 
3,206 2 10 615 0 3,212 17 
2,352 14 6 146 13 6 2,499 8 
2,202 7 2 95 2 6 2,297 9 
1,904 14 6 320 6 6 mane 4 
2,116 19 10 80 0 6 2,197 0 
1,978 18 3 140 6 6 2,119 4 
1,836 ll 0 48 1 0 1,884 12 
1,509 2 11 297 13 6 1,806 16 
1014 3 6 423 16 4 1,437 19 
1,370 0 0 11 11 O 1,381 11 
Laan 8 «z 123 7 11 1,373 16 
1053 7 5 216 14 6 1,270 1 
1,256 5 6 1,256 5 
443 4 9 729 12 6 1,172 17 
1062 3 1 103 5 O 1165 8 
1,063 2 11 9 6 3 1,159 9 
1,127 19 2 26 12 3 1,154 11 
1,004 8 6 78 16 O 1,083 4 
1,035 15 § 200 1,037 15 
912 8 4 35 4 6 947 12 
918 16 7 22 18 O 941 14 
731 15 8 118 15 6 850 11 
581 8 9 144 4 9 725 13 
713 5 11 3 1 0 716 6 
442 12 3 152 13 0O 595 5 
51413 9 11 3 0 525 16 
509 1 2 446 513 5 
285 13 7 179 16 6 465 10 
417 2 0 111 6 418 13 
401 6 9 8 7 0 409 13 
382 9 O 9 9 6 391 18 
380 17 3 112 0 382 9 
51 0 251 5 4 302 5 
131 7 5 128 12 6 259 19 
21517 9 ; 2 © 219 3 
103 10 8 115 9 6 219 O 
214 3 4 116 0 215 19 
201 14 6 201 14 
187 18 3 zm 2s Ss 199 0 
157 11 4 31 16 8 189 8 
129 10 0 38 5 6 167 15 
124 0 0 124 0 
96 14 0 96 14 
87 17 0 111 0 89 8 
5 00 76 15 0 81 15 
as 9 5 0 62 0 
50 0 O 220 52 2 
6 6 O 35 11 6 41 17 
10 0 0 25 2 0 = a 
20 0 O 100 21 O 
1 10 212 0 3 13 
£75,885 1 7 £51,049 7 8 £136,934 9 
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A detailed list of contributions from her county or 
county borough has been sent to each superintendent and 
local organiser; copies may also be obtained from the 


centenary appeal office, 57 Lower Belgrave St., S.W.1. 
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Patients are People 





From a lecture given to state enrolled nurses working on the district 
at a refresher course at the William Rathbone Staff College 


by MARJORIE HUGHES, s.R.N., S.C.M., D.N. tutor, Q.N. and H.V. certs. 


while Tutor, William Rathbone Staff College, Liverpool 


HE title of this talk has been stolen from an eminent 

physician, Dr. A. Clark-Kennedy, and is a para- 

phrase of the title of his book, Patients as People. 
This book gives clinical sketches of various illnesses as 
they affect ordinary men and women in their everyday 
life, and I commend it to you. 

An illness should not be considered as just a collection 
of symptoms. We have all been guilty of the very bad 
habit of speaking of “ta disseminated sclerosis” or “‘a 
pneumonia’. These are only labels, and our real meaning 
is that a person, a fellow being with the same human rights 
and dignity as ourselves, happens to be suffering from 
disseminated sclerosis or pneumonia. A pneumococcus is 
something we gaze at through a microscope, but it is only 
when this pneumococcus invades a person’s lung tissue 
(and by doing so brings many temporary changes to that 
person’s life, apart from clinical manifestations) that it 
becomes really interesting to us. 

Patients are people, not a peculiar race apart from us, 


and people are much more interesting than any number of 


pneumococci. District nurses and health visitors meeting 
people in their own homes are in a better position than 
many to observe the human race, and to consider what 
makes people “‘tick”’. 

We know that the average adult is able to manage his 
or her own life, with varying degrees of success. On the 


whole we all go along having our ups and downs. All of 


us are different, and it is well to remember the rather trite 
saying “people are as they are’’. The difficult, moody, un- 
happy people of this world become just as ill when visited 
by the pneumococcus as do the happy, well adjusted 
people, and it is usually only in a Hollywood epic that 
sinners are turned into saints overnight by illness or 
disability. 

In a short acute illness, to have someone to think for 
you and tell you what to do is a great relief; but as soon as 
the symptoms abate you are up and about, ready to run 
your own life again. Independence in good health is 
something we take for granted. Life can be turned upside 
down for many patients; they become dependent on 
others for so many things. They must accept help from 
doctors, nurses, relatives, and at times social workers: 
and in the midst of all the healthy helpers is the patient 
feeling ill and miserable, bewildered and afraid. 

He or she has the fear of the unknown—what course will 
the illness take—will recovery be complete—how will he 
manage if he is going to be an invalid for a long time, 
perhaps for ever—how will the family manage? It may be 
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that the patient is spared some of these fears; the mind 
can protect itself against unpalatable truth, and then the 
burden of fear must be borne alone by a husband or wife 
or shared by a family. 

We all accept the fact that illness will make people’s 
behaviour change. How often do we hear: “‘He’s not like 
this when he’s well, nurse’. Nevertheless so many of our 
patients come to terms with their disabling illnesses, 
giving us lessons in cheerfulness, tolerance and fortitude, 
whilst others never lose their bitter resentment against an 
unalterable situation. We should recognise our patients 
as individual human beings, with their fear and anxiety 
increased by illness. 

One of the popular terms of our age is “human rela- 
tionships”. One cannot read a nursing journal today 
without finding a reference to this very important subject. 
We read of the nurse/patient relationship, the doctor 
nurse relationship, inter-personnel relationships, the last 
being a very fine phrase for getting on with each other. 
We all have to get along together. We can start with each 
other, our district nurse colleagues, our supervisors, other 
fellow workers and above all, our patients and their 
families, an easier proposition with some than others. 

We all need to try to understand each other and es- 
pecially to try to understand the underlying reasons for the 
behaviour we may meet among the patients and families 
we visit. Apparent indifference or off-handedness on the 
part of a relative usually masks deep anxiety. Under- 
standing helps to take the sting away when we meet the 
difficult, truculent or suspicious person. 

More than lip service must be given to human relation- 
ships: they are not always easy and they require effort. 
We have to accept people as they are and not try to turn 
them into what we would wish them to be. It is easy to be 
understanding, high minded and noble about abstract 
ideas, but the wear and tear of daily life soon brings us 
down to brass tacks. It is easy to discuss the ethics of 
district nursing in the classroom—we all know what we 
ought to be doing for our patients but we also know that 
it is not so easy to go on being the warm-hearted, 
friendly, tolerant and understanding nurse when we are 
cold, tired and dispirited and have a list of work in our 
pocket to which we cannot do justice because of pressure 
of time. Do not blame your supervisors for this state of 
affairs; try to understand their problems too: staff short- 
ages, sick staff, extra patients to be nursed. Your superin- 
tendents cannot manufacture relief staff out of thin air. 

I hope this does not sound too much like a counsel of 
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A Surprise round each Corner 


One of the outstanding features of the garden of Kelvedon Hall, near Brentwood, Essex, is the way in which all paths are planned to give a definite view and 
to lead towards another area, which is screened, so that there is something new to be seen round each corner. Not wishing to spoil the surprises, we will 
merely hint at roses, newly-planted borders, and a weeping willow. 


The gardens of Kelvedon Hall will be open on Sunday, 17 September from 2 to 7 p.m., in aid of The National Gardens Scheme 


perfection; but good human relationships on the part of 
the nurse are immensely important to the people receiving 
her care, and her relationships with colleagues and those 
in authority have their effect on the patients. 

A district nurse has a great privilege in being able to 
observe families at such close quarters, and the front 
which is put up to outsiders is usually lowered sooner or 
later to “‘our nurse’’. Most families can weather the storm 
of a short illness. The excitement and drama usually 
makes everyone willing to help and most people respond 
to such a demand. 

It is the long-term illnesses and permanent disabilities 
which require the patient and the family to adopt dif- 
ferent ways of thinking, and to adapt themselves to new 
circumstances. It is here that the nurse’s sympathetic 
understanding and her practical advice (advice which 
must always be within the reach of the recipient) can 
bring such real help and comfort. Our judgment and un- 
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derstanding depend upon so much; our observations and 
reasoning and our past experience will all help us to 
develop sound judgment, if we allow them to do so. 

Finally, whilst you are recognising the rights of the 
families you are visiting, do not neglect your own. You 
are the expert, professional nurse and you do not need 
reminding how good nursing practice will vary from one 
patient to the next, depending upon their needs and their 
resources. But a good nurse is not a doormat. Friendly, 
courteous, unobtrusive management of your patient does 
not mean pandering to every unreasonable whim of an un- 
co-operative or querulous patient. That way only increases 
the trouble. Rather seek to discover the reason for his 
behaviour and see if matters can be put right or at any 
rate improved. 

Understanding bad behaviour and tolerance towards 
different points of view does not mean condoning beha- 
viour which we know to be wrong. 















































STROKE means a catastrophe to a person and to 

A his family. The tremendous physical, emotional, 

domestic, social and financial implications of this 

event to the patient and to his family were the note which 

began a one-day conference on stroke rehabilitation under 
the auspices of the Chest and Heart Association. 

The fifteen speakers who contributed to this instructive 
and worthwhile conference dealt with various aspects, 
treatment and rehabilitation, and it is only possible to lift 
out one or two items of particular interest to district 
nurses. 

One of the fundamental points in the care of stroke 
patients is to maintain hope, and diagnosis of a stroke 
should not imply doom. After accurate diagnosis of the 
type and the extent of function impairment has been 
established, specific and guided rehabilitation must begin 
immediately. 

Miss Doreen Norton, who spoke on the nursing aspects 
of the care of stroke patients, emphasised the importance 
of skilled basic nursing care, passive movements when- 
ever nursing attention is given, prevention of pressure 
sores by avoiding pressure and adequate fluid intake 
during the first stage of intensive nursing care. As soon as 
possible, nursing care should gradually be relinquished 
even at the risk of the nurse earning a reputation of 
unkindness. 

Why are our “incontinent” patients incontinent? Why 
do they spill their food and find it impossible to dress 
themselves? Could it be lack of suitable toilet facilities, 
inconveniently placed plate and cutlery, dress fasteners 
which able-bodied people would find hard to manage? 
An imaginative, practical approach to these patients is of 
the utmost importance, with anticipation of their needs 
and an understanding of their psychological and practical 
difficulties. 

The necessity for physiotherapy and speech therapy to 
be expertly controlled and supervised was made very 
clear; much rehabilitative effort can be misplaced and 
wasted. 

“The indwelling word cannot be uttered”. How much 
agony and anguish of mind is tucked away in that sen- 
tence, which is but a definition of aphasia. The frustration 
of the aphasic patient who has had a stroke was one of 
the features brought out very forcibly at this conference. 

Speech is a means of communication and without it we 
are in danger of being cut off from society; but speech is 
not synonymous with mind, and as Dr. Lindsey Batten 
emphasised it is essential to realise that the patient may be 
able to receive messages and that he must be allowed to 
do so even if he is unable to answer intelligibly. We can 
help the speech therapist by speaking to the patient fre- 
quently, slowly, quietly and above all at adult level. There 
should be no insistence on the patient repeating words and 
no undue emphasis and excitement when a word is 
uttered correctly. A notebook with words, phrases and 
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Recovering from a Catastrophe 





pictures should be available in order to make communica- 
tion with the aphasic patient possible. 

Mr. Douglas Ritchie, who himself sustained a stroke 
some years ago, spoke very stirringly on the patient’s 
feelings. It was a humbling experience to hear him say 
how his personality had been offended repeatedly by 
nurses speaking to him as if he were a child or mentally 
subnormal. He made a plea for more information to be 
made available to stroke sufferers and their families. 

Mr. Ritchie had found valuable help at the Medical 
Rehabilitation Centre in Camden Town, London and Dr. 
Somerville, medical director of this centre, mentioned in 
the discussion what a contribution Mr. Ritchie’s wife had 
made towards his rehabilitation. This underlines the 
importance of the whole family being considered as a unit 
in all aspects of nursing care. 

The discussion which followed revealed a very real 
need for co-ordination of all the services which can be 
provided to help the patient and the family. Who should 
be responsible for this co-ordination? The patient at 
home is the responsibility of the general practitioner and 
he, with the help of the district nurse at first, and the 
health visitor later, should be the team who enlist the aid 
of other statutory and voluntary services for the benefit of 
the patient and the family. 

All district nurses would enjoy reading the book by Mr. 
Douglas Ritchie Stroke—A Diary of Recovery. 

L.H. 





HER THOUSANDTH BABY 


n % 
Photograph by courtesy of The Bucks Free Press 
Miss A. Hackett holding her thousandth baby, three-weeks-old Helen 
Spink, watched by fifteen-years-old Carla Dorsett, the first of the thousand. 


At a special party, presentations from the mothers and doctors of Marlow 
marked the occasion. 
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HE old people's rally held in 

Buckinghamshire in May was the 
first of its kind, and such was its success 
that it is not likely to be the last. 

The idea resulted from a course atten- 
ded by the secretary of the Slough and 
District Old People’s Welfare Group. The 
Group received the idea enthusiastically 
and set up a small sub-committee to see 
what could be arranged. A real working 
sub-committee this, consisting of the 
Rev. F. B. Struthers, chairman of the 
Group; Miss Blunden, the secretary; 
Miss Weller, area superintendent health 
visitor for South Buckinghamshire; and 
Miss Lennard, superintendent of district 
nurses and midwives in Slough. 

The programme was arranged, with 
Miss Lennard and Miss Weller among 
the speakers. The committee decided to 
make a small nominal charge for admis- 
sion, which would include the programme 
and tea. This was fixed at 2d., as many of 
the old people would have travelling 
expenses. The Group received consider- 
able voluntary help, particularly with 
teas, which also reduced the expenses. 

The rally received good publicity and 
was mentioned on the radio in News 
from the South-East the previous night. 
Over two hundred programmes were 
sold before the day; members of all old 
people’s clubs in the area received a 
special invitation, and many non-mem- 
bers were expected. 

On the day the weather was kind. As 
always before an experimental function 
such as this, the organisers began to get 
worried; but coaches arrived and all was 
well. About five hundred old people 
were in their seats when the programme 
began at 2.30 p.m. 

The chairman gave an introductory 
talk, welcoming the old people and in- 
troducing the speakers. Dr. Charrett 
gave a short talk on the problems of 
retirement. He said that there was a 
danger of too much relaxation as the 
daily routine became upset, the bowels 
did not work and it became difficult to 
sleep. Too much bed was not good, as it 
encouraged sores and a sluggish mind. 
There was a tendency to gain weight. 
Retired people should keep an interest in 
life and other people. 

Dr. Mary Herford, a busy general 
practitioner, gave an amusing and help- 
ful talk on diet. She mentioned that 
brown bread was better than white, and 
stressed the importance of a balanced 
diet. A patient of hers had become very 
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THE FIRST OLD PEOPLE’S RALLY 


ill because she had tried to live on 
custard for breakfast, custard for 
dinner, custard for tea and custard for 
supper. When the patient had recovered 
from her illness, which had to be treated 
with blood transfusions and vitamins, 
she promised to have an orange a day 
in the future. Dr. Herford told the old 
people to use the vegetable water, not to 
throw it away. She finished by saying 
“Variety is the spice of life, and a little of 
what you fancy does you good”’. 

Miss Weller took her subject, Acci- 
dents in the Home, with a topical aspect, 
spring-cleaning: the dangers of the old 
overall and slippers that could trip them 
up, and the old kitchen chair that might 





PROGRAMME 
Opening remarks by the Rev. 
F. B. Struthers, Chairman, 
Slough and District Old 
People’s Group 
“How to keep well’”—Dr. 
M. A. Charrett, South Bucks. 
Area Medical Officer 
What shall we eat?—Dr. 
Mary Herford 
Home Safety—Miss M. F. 
Weller, Area Superintendent 
Health Visitor, South Bucks. 
First Aid and Home Nursing 
Miss E. M. Barrett-Len- 
nard, Superintendent of Dis- 
trict Nurses and Midwives, 
Slough 
Interval—tea and _ biscuits 
were passed round 
Simple Law and Points of 
Law—Mr. Charles E. Cole- 
man, Solicitor 
Helping Old People in Finan- 
cial Need—Mr. George B. 
Pegg, Managerofthe National 
Assistance Board, Slough 
Summing up by Mr. R. L. G. 
White, Honorary Secretary 
of the Buckinghamshire Old 
People’s Welfare Comittee 


2.30 p.m. 


2.40 p.m. 


tv 
wa 
wa 
v 
3 


3.10 p.m. 


3.25 p.m. 


3.40 p.m. 


4.00 p.m. 


4.15 p.m. 


4.30 p.m. 





give way. She then took them spring- 
cleaning through every room in the 
house, and showed the various dangers 
they would encounter. The old people 
thoroughly enjoyed her talk. 

Miss Lennard approached her subject, 
First Aid and Home Nursing, from the 
preventative and rehabilitation angle. 
She again stressed the importance of 
getting on with the neighbours, helping 
them when necessary and letting them 





help you. She advised on elementary 
first aid. Neighbours may call for help on 
burns: these should be covered with a 
clean cloth and someone should send 
for the doctor. Broken bones: if an 
elderly person should fall, and there is a 
possibility of a bone being broken, the 
patient should not be moved, and should 
not be given fluids as they may do more 
harm than good. A skilled person should 
be sent for as soon as possible. 

Reference was made to the previous 
week's local paper, which stated that all 
the Council's old age pensioners would 
be issued with an “H”™ card for help. It 
would be a large white card with a black 
“H” to attract attention. Doctors should 
be called by 10 a.m. There is not such a 
thing as a bottle of medicine to cure all 
ills, and it was not usually advisable to 
try home remedies. The 2s. an item on 
the prescription could be claimed back 
by those in receipt of national assistance. 

Medicine or tablets not used must be 
thrown away as they did not keep, and 
anyway were not useful for anyone else. 
If the doctor thought the district nurse 
was needed, he would contact her and 
discuss treatment. Between them they 
would decide on the frequency of visits 
necessary. Nurse might come the same 
day, or the next, but she would come. 
Patients should leave the door open for 
her or the key accessible, otherwise she 
would not be able to get in. Should bed 
be necessary, nurse would help with 
bed-making, washing, etc., and encou- 
rage exercises and change of position. 
Doctors did not like long stays in bed 
these days, as it encouraged chest infec- 
tion and sluggish circulation. 

When they were allowed to get up, 
they should get dressed, not sit about in 
dressing-gown and slippers. Frequent 
changes of position were necessary, and 
the mind should be kept occupied with 
wireless, television, reading, hobbies or 
jig-saw puzzles. Glasses might need 
changing after illness, and a hearing aid 
or chiropody treatment might be neces- 
sary. Convalescence was not easy, but 
nurse would arrange a home help and 
Meals-on-Wheels, if she thought this 
would help. The old people were left 
with a word to do “as much as you can, 
as well as you can, as long as you can”. 

The first session was over ahead of 
schedule, so a longer tea break was pos- 
sible. Tea and biscuits were brought to 
the old people. 


continued on page | 12 
















































QUEEN’S NURSES’ BENEVOLENT FUND 






Minutes of the forty-eighth annual meeting held on |6th June 196/ at the Metropolitan District Nursing 


Association, 18 20 Montague Street, London W.C.!., with the President, Miss L. J. Gray, in the chair. 


M’: GRAY welcomed the sub- 
scribers who were present, but ex- 
pressed regret that it was such a small 
gathering. 

Miss Gray referred to item six on the 
agenda: re-election of general committee. 
While it was good to have continuity, as 
dealing with any voluntary fund was no 
easy task, it was desirable that some of 
the younger subscribers should be wil- 
ling to be nominated for election. 

“Some subscribers have served on the 
committee of the fund for many years. 
According to the constitution one-third 
of the committee members retire each 
year, but are eligible for re-election if 
they are willing to continue for a further 
term of office. 

“Some applicants, often those in most 
need, are reluctant to ask for an annuity 
or a grant, so that their approach is 
somewhat diffident; others are not so 
hesitant in applying for every grant that 
is available. It is for the members of the 
committee to assess the need of each 
applicant. While I can assure you that 
never during all the years of the fund, 
has there been more understanding and 
sympathy accorded each application, it 
is, however, the duty of the committee to 
remember that they are administrating 
the income of the fund on behalf of the 
subscribers, and this is a sacred trust. 

“The general committee meets twicea 
year on a Saturday afternoon. Your 
elected members are widely scattered 
throughout the country and come from 
distances such as Yorkshire, Cheshire, 
Norfolk, Warwickshire, Glamorgan- 
shire, Sussex and Surrey to attend these 
meetings. Each is responsible for her 
own fare and expenses when attending 
these committees. As subscribers to the 
fund we owe them a very real debt of 
gratitude. 

“The officers hope that some of our 
younger subscribers will consider the 
possibility of offering themselves for 
nomination to the committee—it will be 
a very worth-while experience. 

“Miss M. B. Dixon, whois retiring this 
month, has decided with regret that she 
will be unable to offer herself for re- 
election as she is leaving London. Miss 
Dixon has given invaluable service over 
many years to the fund, and as a mem- 
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ber of the committee. We are very grate- 
ful to her, and wish her a very happy 
retirement. 

“We are grateful, too, to Miss L. 
Baker, superintendent of Camberwell 
D.N.A., and to her committee, for so 
generously inviting us to hold our com- 
mittee meetings in the Home.” 


The Minutes, 17th June 1960, having 
been published in the August 1960 issue 
of District Nursing, were taken as read 
and signed as correct. 


Annual Report and Balance Sheet. Miss 
E. J. Merry proposed the adoption of 
the annual report and balance sheet, 
which had been printed and posted to 
all subscribers. She referred to the in- 
crease in new subscribers, which was 
gratifying. 

Reference was also made to the Christ- 
mas appeal, and Miss Merry thanked 
those who so generously gave to this 
appeal. In referring to the balance sheet 
she drew attention to the low cost of 
administration and overhead expenses, 
and for this expressed gratitude to Miss 
Ivett who worked so untiringly for the 
fund. 

Miss Englefield seconded the adoption 
of the annual report and balance sheet, 
and the motion was carried unanimously. 


Budget for 1961. On the recommenda- 
tion of the general committee £2,000 was 
budgeted for annuities and £500 for 
grants. Miss Head moved this proposi- 
tion, which was seconded by Miss 
Morris, and passed unanimously. 


Re-election of Miss C. Dolton as Honor- 
ary Secretary. Miss Hart proposed, and 
Miss Bond seconded, this proposition 
which was carried unanimously. 


Re-election of Members due to retire from 
the General Committee, but eligible and 
willing to be re-elected. Miss Dolton 
proposed, Miss Loynes seconded, and it 
was unanimously agreed that the Misses 
M. Baker, Cunliffe, N. Dixon, Engle- 
field, A. Evans, Gethen and Mr. Hand- 
ley be re-elected to the general committee; 
and that Miss Ethel P. Gilbert of Bourne- 
mouth be elected to fill the vacancy 
caused by the retirement of Miss M. B. 
Dixon. 


Votes of Thanks. In her usual charming 
way, Miss Crothers thanked Miss 
Loynes for the welcome to the Metro- 
politan D.N.A. that had been so gener- 
ously given, and the Committee for their 
hospitality. She expressed thanks to 
Miss Gray too, for presiding at the 
annual meeting and welcomed her back 
from her world tour. Miss Evans 
seconded the motion which was carried 
with acclamation. 

Those present then participated in the 
bring and buy sale which resulted in 
£17. 10s. for the funds. All appreciated 
the delicious tea that followed. 

E.I. 


Old People’s Rally continued from page !11 

After tea Mr. Coleman spoke on 
elementary matters of law, and advised 
on making wills, and taking advice 
before signing hire purchase agreements. 
He was able to reassure the audience on 
the safety of their property while in 
hospital. Many of them had been frigh- 
tened by reading in the paper about the 
patient, admitted to a chronic sick bed, 
who much to everyone's surprise re- 
covered and was discharged, but then 
had nowhere to go. Mr. Coleman spoke 
also about the Legal Advice Scheme. 

Mr. Pegg of the National Assistance 
Board was obviously a friend of many of 
his listeners. He assured them that there 
was no limit to the numbers who could 
be helped, and urged anyone in diffi- 
culties to get in touch with him. He men- 
tioned that there was a particular need to 
meet laundry expenses or special diets. 
He also had some amusing stories, in- 
cluding the applicant who wrote to say 
“I’ve had no clothes for a year, but have 
been regularly visited by the clergy”. 

Mr. White summed up very cleverly 
and reminded the audience of the essen- 
tial points in each talk. It was obvious 
that the old people had had a most 
enjoyable yet instructive afternoon. 

Members of the panel were available 
for consultation after the rally to avoid 
questions during the proceedings, as 
there were so many people present. 

I hope this report will be of interest to 
any of the readers of District Nursing 
who may be asked to organise or speak 
at a rally of this kind in their areas. 
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Nursing Bookshelf 


Modern Surgery for Nurses, Fifth Edi- 
tion, edited by F. Wilson Harlow. 
(William Heinemann Medical Books 
Limited, price 30s.) 

HIS well-known textbook requires no 

introduction to these pages. The pub- 
lication of the fifth edition within two 
years shows clearly the interest our doc- 
tor colleagues take in keeping the nurs- 
ing profession abreast of the newest 
trends in surgical treatment. 

There are two new contributors in this 
edition, written in the main by a group of 
fourteen surgeons, each a specialist in 
his own field. It is very evident in the 
resultant volume, that the team effort 
of which Mr. Wilson Harlow speaks in 
his preface, is most ably led by himself. 

It is noted with some gratitude that 
Mr. Harlow, in his revision, has re- 
planned the placing of many of the 
illustrations so that they really illustrate 
the text. Figure 38 now fully justifies its 
existence in this work, as also does 
figure 7. Some of the former radiography 
figures have been successfully replaced 
by diagrams, other figures have been 
added and some photographs are 
improved. 

Where the text has been revised this 
has been achieved by incorporating the 
new matter into succinct paragraphs. 
Examples of such new material occur in 
the opening section of the chapter on 
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An Unusual Guard-of-Honour 





Photograph by courtesy of Express and Star, Wolverhampton 


thoracic surgery and in the treatment of 


congenital abnormalities of the heart, 
later in the same chapter. In the first 
chapter on anaesthesia the methods used 
in prevention of static electrification 
have been improved and in the following 
chapter an important section discusses 
hypothermia. 

One of the new contributors gives the 
modern and more liberal approach to 
the dietetic treatment of diabetes and 
includes a revised section on the dif- 
ferent types of insulin. Those nurses who 
were trained in the first quarter of the 
century may be the only ones to mourn 
the loss of the “Line Ration” scheme. 
However, whilst a list of foods said to 
contain 10 gm. carbohydrate (“gm” 
mark you, not “G"*) is included, it is so 
limited as to be almost worthless. Why is 
bread, a staple food, not included? The 
writer appears to expect a greater know- 
ledge of the student nurse than she is 
likely to have, and I think he tends to 
take the intelligence of his readers too 
much for granted. One must hasten to 
add that the article should be read in 
conjunction with another by the same 
author, on page 497. 

The book is good and will continue to 
be widely used and studied. It is gratify- 
ing to note that this edition remains at 
its previous price. 

VE.W. 






District nurse Claudine Farmer and the Rev. 
Michael Pollit were greeted by this guard of 
honour of prams after their wedding in Codsall 
Parish Church. Mrs Pollit had attended the births 
of all the prams’ occupants. 

We are extremely glad to print this photo- 
graph and story of an essentially happy occa- 
sion: too often, the news of district nurses which 
reaches us tells of sadder occasions—retire- 
ments and deaths. If you know an interest- 
ing story about a public health nurse, or 
have seen a photograph, please write and 
tell us about it. 


The Association of District Nurses 
ANNUAL DINNER 


The annual dinner will be held on Saturday, 
4th November 1961 at University Arms 
Hotel, Regent Street, Cambridge. 

Tickets, price 27s 6d, may be obtained 
from Miss M. Lambert, Hedges, Quebec 
Road, Dereham, Norfolk. 

Members desiring overnight accommoda- 
tion are advised to make early application, 
as all hotels in Cambridge are much in 
demand. 


PRESTON AND MID-LANCS. 


T the branch meeting held on 30th 
May at the Health Centre, Black- 
pool, a discussion took place on the use 
of the sterile syringe service on the dis- 
trict; the idea was received favourably 
by most of the members present. 

A plea was put forward by one of the 
members for closer liaison between the 
hospital and the district nurses. One 
suggestion was for a general meeting to 
be held two or three times a year, 
between district nurses and hospital 
ward sisters to discuss treatments cur- 
rently in use in hospital. 

Also at the meeting was Miss Fox, 
superintendent of the Hyacinth Light- 
bourne Visiting Nursing Service in 
Jamaica, who gave an interesting and 
enlightening talk on the way of life in 
the West Indies. 

S.R. 





Photograph by courtesy of Falkirk Herald 


Miss Catherine McGregor (right) receiving 
a brooch and cheque on the occasion of her 
retirement. (Fully reported in our June issue) 
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APPOINTMENTS 
Superintendents, etc. 

Adams, R., Superintendent, P» dington 
Cottam, M. M., Asst. Supt., 'sottinghamshire 
Harris, H., Superintendent, Belfast 

Hutchin, R., Supt., Westminster and Chelsea 
Nurses 

Atchinson, G. E. B., Surrey 

Azzone, 8S. G. G., West Sussex 

Bettison, Mrs. L. M., Sheffield 

Cates, P., Kent 

Chandler, B. E., West Sussex 

Cornwall, H. L., West Sussex 

Denstone, Mrs. R. M., Manchester—Harpurhey 
Edwards, Mrs. M., Manchester Harpurhey 
Fletcher, B. J., East Sussex 

Findlay, G. H. E., East London 

Gunnion, M. M., Liverpool 

Jones, Mrs. D. M., Surrey 

Kopec, Mrs. E. E., Hertfordshire 

Lloyd, A. M., Merioneth 

MacLeod, K., Warwickshire 

Mannion, Mrs. E. L., Birmingham 

Morgan, G. E., East Sussex 

Nuttall, Mrs. B.. Manchester—Harpurhey 
Oak, Mrs. D. J., Croydon 

Shannon, Mrs. M., Manchester 

Southam, Mrs. B. T., Metropolitan D.N.A 
Spaull, V. C., Kent 

Strong, Mrs. P. E., Cornwall (H.V. part-time) 
Taylor, M. G., East Sussex 

Turney, A. M., Buckinghamshire 

Wass, I., Leicestershire 

Wicks, H. M., Buckinghamshire 


RESIGNATIONS 
Ashworth, M., marriage 
Brown, B. K. P., H.V. training 
Brunhuber, L., work in America 
Burleigh, M. F., domestic 
Cleaver, Mrs. A., personal 
Coates, V. F., S.S.A.F.A., Cyprus 
Cook, J. A., marriage 
Commons, Mrs. N. E., domestic 
Conway, C. M., hospital post 
Cunningham, Mrs. C., marriage 
English, Mrs. J. M., domestic 
Finnie, Mrs. A., personal 
Fisher, E. H., missionary work 
Fitzgerald, Mrs. M., personal 
Fuller, Mrs. D. L., domestic 
Gellan, A. L., retirement 
Gibson, H. C. M., retirement 
Graham, L. J., emigrating to Canada 
Harrison, M. H., marriage 
Hartley, C., retirement 
Hughes, Mrs. S. M., personal 
Huxham, H. M., retirement 
Jackson, D., hospital post 


Obituary 
Miss Doris Kilgannon 
E report with regret the death of 
Miss Doris Kilgannon, formerly 
district nurse/midwife at Newton St. 
Cyres and Winkleigh, Devon, on 4th 
May at the age of fifty-three. 

Miss Kilgannon was greatly apprecia- 
ted and well-liked by her patients and 
colleagues. We extend our sincere sym- 
pathy to her relatives. G.H. 


Miss Mary Lynch 
E report with regret the death of 
Miss Mary Lynch. Trained at the 
Withington Hospital, Manchester, and 
the Rotunda Hospital, Dublin, Miss 
Lynch took her Queen’s training at the 
Manchester D.N.A. in 1935. After 
working as a district nurse in various 
areas in the north of England, she was 
appointed to the East London Nursing 
Society in 1949. 
Miss Lynch’s sudden death will come 
as a great shock to her many friends and 


colleagues. She had shown no sign of 
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Queen’s Nurses Personnel Changes 


Lett, C., retirement to Ireland 
McCourt, E., midwifery training 
Mathias, M. A., retirement 
Milins, M., hospital post 

Noble, Mrs. M. K., domestic 
Odell, A. S., personal 
Onycaghala, R. O., H.V. training 
Owens, S. M., marriage 
Preston-Thomas, G.. living in New Zealand 
Pretty, Mrs. D. M., personal 
Pursey, V., domestic 

Rhodes, B. B., marriage 

Rollitt, Mrs. J. E., marriage 
Tobias, Mrs. B., personal 
Wintersgill, C. M., marriage 
Wolley, Mrs. L. E., personal 


Scottish Branch 


APPOINTMENTS 
Superintendents, etc. 
Cameron, M. M. S. Superintendent, Greenock 
Nicoll, E., Assistant Superintendent, Edinburgh 
Nurses 
Alexander, I. M., New Deer 
Howat, I. M., Stirlingshire C.R.N. 
Hutton, J. O. P., Prestwick Clinic 
Findlay, C. B., Dailly 
Johnston, A. L., Ayrshire C.R.N 
McCann, Mrs. M. I., Dundee 
McConnachie, E. C., Banff 
McDuffie, M., Inverness-shire C.R.N 
MacLeod, A. M., Glasgow 
MacLeod, M. C., Aird 
McLoone, A., Greenock 
MacRitchie, Mrs. C., Lewis C.R.N 
Mason, C. M.., Biggar 
Paterson, M. A., Edinburgh F.T 
Rennie, I. A. M., Glencarse 
Revie, C. M., Fort William 
Robertson, A. S., Kirkcudbrightshire C.R.N. 
Sweeney, S. M., Stewarton 
Tocher, M. J., Aberdeenshire C.R.N 
RESIGNATIONS 
Beattie, Mrs. H. M. (née Macleod), Clydebank. 
marriage 
Campbell, M. M. Fearn, H.V. in Nigeria 
Chisholm, C. M., Aberdeen, marriage 
Fraser, F. G., Biggar home reasons 
Johnston, |. B. (née Gray), Glasgow, home reasons 
Macintyre, M. B., Motherwell (supt.), retirement 
Phillips, Joan, Perth, full time health visitor 
Ross, S. M., Penicuik, hospital post 
Sim, I., Banff, retirement 
Stein, J. F. H., Longforgan, hospital post 
Watson, E. C., Edinburgh, H.V. trg 
Warrington, M. Q., Bathgate, marriage 


illness and had been on duty only the 
day before. N.M.D. 


Miss Eleanor M. Pool 
E report with regret the death of 
Miss Eleanor M. Pool on 28th 
May following two months’ illness. 

After training at Mildmay Mission 
Hospital and Plaistow Maternity Hospi- 
tal, Miss Pool took her Queen’s training 
at Paddington D.N.A. She had worked 
in Ruislip, Middlesex, since 1940, and 
will be greatly missed by her colleagues 
and patients. 

Miss Pool completed 21 years’ ser- 
vice as a Queen’s nursing sister in Jan- 
uary of this year and had been looking 
forward to receiving her long service 
badge. N.M.D. 


Miss Gwendoline Rees 
E report with regret the death of 
Miss Gwendoline Rees on 20th 
May at the age of sixty-three. 
Miss Rees had been district nurse 
midwife at Plympton, Devon, for twenty 
years. She devoted many years of her 





ANNUAL REUNION IN 
SCOTLAND 


HE annual reunion was held in the gar- 

den of Miss Guthrie Wright’s Memorial 
Home for Queen’s Nurses on 24 June. Over 
120 nurses attended, many of whom were 
retired. Members of the Scottish council and 
various committees were also present. 

The reunion followed the annual general 
meetings of the management committees of 
Miss Guthrie Wright’s Memorial Home for 
Queen’s Nurses and the Scottish Queen’s 
Nurses Mutual Thrift Fund Society. 

Those present enjoyed tea in the garden 
followed by strawberries and ice-cream. 
Many old acquaintances were renewed and 
new friends made and the occasion was a 
very happy One. 





RETIREMENT OF MISS 
MARGARET MACINTYRE 

N the occasion of her retirement on 

16 June, Miss Margaret B. Macintyre, 
who had been superintendent nursing officer 
for the Burgh of Motherwell and Wishaw for 
the past eleven years, received a handbag 
and cheque from the staff of the health 
department in appreciation of her services. 
Doctor Young, medical officer of health, 
made the presentation. 

Miss Macintyre’s service with the Queen's 
Institute dates from December 1926—nearly 
thirty-five years. She was an assistant 
superintendent in the Central Training 
Home, Edinburgh, for four years; county 
nursing officer, Sutherland, for four years 
and superintendent of the Queen’s Nurses’ 
Home, Belfast, for ten years. Prior to taking 
up work in the administrative field, Miss 
Macintyre was Queen’s nursing sister at 
Leitholm, Berwickshire. 


nursing life to midwifery, and was very 
public spirited, having many activities 

outside her nursing sphere. 
To her sister and to other members of 
her family we offer our sincere sympathy. 
G.H. 


Miss Esther Snowdon 
E report with regret the death of 
Miss Esther Snowdon, quietly in 
her sleep on 24th June. 

From 1912 until her -retirement in 
1947, Miss Snowdon worked as a 
Queen’s nurse and midwife in Cardiff, 
Pembrokeshire, Sunderland, Stockton- 
on-Tees, Oxford, Huddersfield, Widnes, 
South Shields and Worcester. 

Miss Snowdon will be remembered 
gratefully by many midwives to whom, 
as training midwife, she taught the prac- 
tice of good midwifery. She imparted 
her knowledge and skill generously and 
always with great patience. 

Her care for mothers at all times and 
during many consecutive nights reflected 
her true Christian vocation for her 
chosen work. E.J.M. 
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Pase mentior 


the development of 


taste 


A mother often wonders how soon her baby will 
enjoy the taste of his food, or make a face at 
something he doesn’t like. A sense of flavour is 
essential in life, like seeing and hearing and 
feeling, but it is a sense which develops slowly 
and must be guided. That’s where ‘T'win-Pack 
comes in. 

Scott’s TWIN-PACK contains two separately 
packed cereals, two tempting flavours to teach a 
baby to recognise and enjoy variety. ‘Two 
complementary cereals, oat and wheat, each 
providing body building protein in an easily 
digestible form. TWIN-PACK is more than just 
a Baby Food — it is a Baby Food which helps 
children develop that essential sense — taste. 


Scott's Baby Cereal--OAT, consists of 
oat flour, malt extract, bone phosphate, 
calcium carbonate, dried yeast, salt, 

iron and ammonium citrate, manganese 
sulphate, copper sulphate and calciterol 


Scott's Baby Cereal—WHEAT, consists of 
wheat flour, malt extract, wheat germ, bone 
phosphate, calcium carbonate, dried yeast, 
salt, iron and ammonium citrate, manganese 
sulphate, copper sulphate and calciferol. 





Scott’s 


TWIN-PACK 


BABY CEREAL 
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FARLEYS INFANT FOOD LTD. PLYMOUTH. DEVON 
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Advertisements for this section can be received up to first post on the 2nd of the month for publication on the 10th. They should be sent direct 
to: District Nursing, 57 Lower Belgrave Street, London, S.W.1. Telephone Sloane 0355. 
Rates: Displayed Setting: 17s. 6d. per single column inch: £2 per double column inch. Personal, 2}d. per word (minimum 12 words, 2s. 6d.): 
all other sections, 3d. per word (minimum, 12 words 3s.). Ruled border 5s. extra 





SOMERSET COUNTY COUNCIL 
Midwifery and Nursing Services 

Two Area Nursing Officers required—appli- 
cants must possess S.R.N., S.C.M., and 
health visitors’s certificates, and be qualified 
under Midwives’ (Qualifications of Super- 
visors) Regulations; preference given to 
Queen’s nurses. Previous experience in 
whole-time health visiting, supervision of 
premature infants desirable. Motorists es- 
sential. Travelling allowances. Salary £877 
to £1,034. Superannuable posts. 

Further particulars from County Medical 
Officer of Health, County Hall, Taunton. 


NORFOLK COUNTY COUNCIL 
Vacancies now exist in the following areas: 


District Nurse/Midwife/Health Visitor 

Ashby. Eight miles Norwich. Attractive 
countryside. House provided 

Blofield. Pleasant rural area seven miles 
Norwich. Furnished accommodation for 
time being 

Brooke. Seven miles Norwich. Attractive 
countryside. House provided 

Feltwell. Adjoining fen area. Nurse’s house 
available 

Stoke Holy Cross. Five miles Norwich. 
Attractive countryside. House provided 

Tilney All Saints. Five miles King’s Lynn. 
House provided 

Tittleshall. Central Norfolk. Attractive 
countryside. Bungalow provided 


District Nurse/Midwife 

Caister-on-Sea. Second nurse. East coast 
resort. Furnished accommodation for 
time being. 

Gayton. Seven miles King’s Lynn, vicinity of 
Sandringham. House available. Nurse's 
house to be built shortly 

Upwell. Rural area near Wisbech. Unfur- 
nished Council house 


District Midwife (S.R.N., S.C.M.) 

Hellesdon. Fringe area of Norwich. Unfur- 

nished house available 

Nurses must be motorists and may use 
their own cars (loans available for purchase) 
or cars can be provided. Assistance given to 
applicants who require driving tuition. 
House furnished if required. 

Grant towards moving expenses will be 
paid. 

Staff needed for relief duties, holidays and 
longer periods—must be mobile. 

Application forms from County Medical 
Officer, 29 Thorpe Road, Norwich, Norfolk, 
NOR OIT. 


Health Visitor Scholarships 
Facilities available for Health Visitor training 
for full-time and generalised appointments. 


Queen’s Nurse Training 
Courses arranged for State Registered Nurses 
(usually with S.C.M. certificates) for work in 
the county. 


SOMERSET COUNTY COUNCIL 
Midwifery and Nursing Services 

There are vacancies in the following areas 

for Health Visitor/School Nurses: 

Yeovil Frome Midsomer Norton 
Motorists or willing to learn (financial help 
given with driving tuition). Car provided or 
allowance paid. 

Combined Posts: S.R.N., S.C.M., H.V., 

preferably with Queen's district training or 

willing to train. Scholarships awarded for 

H.V. certificate. Cars available. Financial 

help given with driving tuition. 

Bleadon, adjoining Weston-super-Mare. 
Single district. Accommodation available, 
house to be built shortly. 

Wraxall, near Bristol. Single district. House 
being built shortly. 

Beckington/Rode, near Bath. Single district. 
Bungalow being built. 

Pilton, near Shepton Mallet. Single district. 
House available. 

Ashwick, rural area adjoining Shepton 
Mallet. New house to be built. 

Nurse/Midwives required, S.R.N., S.C.M., 

preferably with Queen’s district training or 

willing to train. Bicycles or cars available. 

Clevedon, near Bristol. Own living 
arrangements. 

Montacute. Relief nurse for group of four 
nurses. Accommodation available, house 
to be built later. 

Shepton Mallet. Relief nurse for small group 
of nurses. 

Paulton/Timsbury Area. Nurse required for 
group of nurses. Accommodation avail- 
able. 

For further particulars apply to: 

County Medical Officer of Health, County 

Hall, Taunton. 


MIDDLESEX COUNTY COUNCIL 
County Health Department 

Home Nurses (female) required in Area 4 
(Finchley and Hendon). Preferably S.R.N. 
district trained. County Council is member 
of Q.1.D.N. N.M.C. salary plus London 
weighting. Established. Provision for uni- 
form. Prescribed conditions. Furnished ac- 
commodation available if required. Particu- 
lars and two referees to Area Medical 
Officer, Town Hall, Hendon, N.W.4 im- 
mediately. (Quote G.931 D.N.J.) 


GLOUCESTER 
DISTRICT NURSING SOCIETY 


State Certified Midwives required for whole- 
time domiciliary midwifery. Also one domi- 
ciliary midwife required for night-duty only. 
Apply to the Superintendent, 14 Clarence 
Street, Gloucester. 

NEW AUSTIN CARS 

Reduced Hire Purchase and Insurance 
rates to members of Nursing Profession. 
Seven, A.40 and A.55 Saloons from 
£108 Is 4d down, 36 monthly instalments 
£14 4s 7d. Also Morris Minor and Mini- 
Minor Saloons. Free Brochures. Austin 
House (D.N.), Highfield, London, N.W.11. 
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BRECONSHIRE COUNTY COUNCIL 
Public Health Department 
Applications are invited for the following 
posts which have or will become vacant on 
account of re-organisation of nursing areas, 

and to replace existing staff due to retire. 

1. Health Visitor/School Nurse 

(a) Builth Wells: urban and rural 

District Nurse/Midwife 

(a) Brecon: urban and rural area (Taly- 
boat district) 

(+) Builth: rural (Llanwrtyd and Beulah 
areas) 

. District Nurse/Midwife or District Nurse 

(a) Hay: urban and rural area (including 

Llanigon) 

. District Nurse/Midwife 

(Permanent) 

(a) Brecon: urban and rural area 

(4) Brynmawr: urban, and Crickhowell: 

rural (part) area 

Applicants for the health visitor's appoint- 
ment must be qualified health visitors, and 
applicants for the other appointments must 
be S.R.N. and S.C.M. with or without dis- 
trict training, or be S.R.N. only for the 
appointment of district nurse at Hay rural 
and urban. 

Scholarships are offered to suitably quali- 
fied nurses for training as Queen’s Nurse 
and/or health visitors. 

The district councils do all they can to see 
that nurses in their areas are allocated 
houses. Houses are immediately available 
for the district relief nurse/midwife, Brecon 
area, and the district nurse/midwife or dis- 
trict nurse for the Hay urban and rural area. 

Forms of application and further particu- 
lars can be obtained from the County Medi- 
cal Officer, Health Department, Watton 
Offices, Brecon, and should be returned 
within two weeks of the appearance of this 
advertisement. 


te 
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Area Relief 


CUMBERLAND COUNTY COUNCIL 
(Affiliated to the Queen’s Institute of 
District Nursing) 


1. District Nurse/Midwife/Health Visitors 

(a) Bothel, near Cockermouth one 

required 

(b) Wigton, near Carlisle—one required 

(c) Longtown, near Scottish border —two 

required, suit friends 
2. District Nurse/Midwives--West Cumber- 
land 

(a) Maryport—two required, suit friends 

(b) Millom—one required, new flat avail- 

able 
Furnished or unfurnished houses are avail- 
able and cars will be provided for all the 
above appointments. 
3. Queen’s District Training 
Applications are invited from nurses, S.R.N., 
S.C.M., wishing to work as district nurse 
midwives in Cumberland. Arrangements can 
be made for them to take three or four 
months’ training at an approved Queen's 
Nurses’ Training Home. 

Further particulars and application forms 
obtainable from the County Medical Officer, 
11 Portland Square, Carlisle. 
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V ARWICKSHIRE COUNTY COUNCIL 
Applications are invite’ for the under- 
mentioned vacancies. Where house or other 
accommodation availab\« this can be either 
furnished or unfurnishcd. Consideration 
will be given to the granting of financial 
assistance towards removal expenses and for 
driving tuition. Motorists can receive allow- 
ance for own car or car will be provided. 


District Nurses, District Midwives, District 
Nurse/Midwives 
Area 2a—Atherstone (rural). One district 
nurse/midwife. Motorist. House suitable 
for nurse with relative 
Bedworth (urban). 
Motorist. House 
Bedworth (urban). District midwife. 
Motorist. House 
Hartshill and District (urban and rural). 
One district nurse, one district nurse/mid- 
wife. Motorists. House suitable for friends 
sharing, or separate houses 


Area 3—Dunchurch (urban and rural). One 
district nurse/midwife. Motorist. House 


Area 4—Coleshill and District (urban and 
rural). District nurse/midwife. Motorist. 
Flat 

Castle Bromwich and District (urban). 
District nurse/midwife. Motorist. House 

Kingshurst (urban). District nurse/mid- 
wife. Motorist. House 

Wilnecote and District (urban and rural). 
District nurse/midwife. Motorist. Flat 


Area 6—Warwick and District (urban and 
rural). District nurse/midwife. Motorist. 
Accommodation 

Leamington Spa (town). District mid- 
wife. Motorist. Flat 


District nurse. 


District Nurse/Midwife/Health Visitors 
Area 3—Birdingbury (rural). One required. 
Motorist Modern flat 
Brinklow (rural). One required. Motor- 
ist. Flat 
Clifton-on-Dunsmore (rural). One re- 
quired. Modern flat. Motorist 


Health Visitors 


Area 2a—Bedworth (urban). One required. 
Motorist 


Area 4—Coleshill (urban). One required. 
Motorist. Flat 
Kingshurst 
Motorist. Flat 
Area 6—Leamington Spa (town). One re- 
quired. Accommodation 


Area 7—Stratford-on-Avon (town). One re- 
quired. Modern flat 


(urban). One required. 


Application forms and full particulars 
may be obtained from the Area Medical 
Officer as follows: 

Area 2a—Health Department, Council 
House, Nuneaton; Area 3—Health Depart- 
ment, Albert Pouse, Albert Street, Rugby; 
Area 4—Hea'th Department, Park Road, 
Coleshill, Birmingham; Area 6—Health 
Department, 38 Holly Walk, Leamington 
Spa; Area 7—Health Department, Arden 
Street, Stratford-on-Avon. 

The Council is a member of the Queen's 
Institute of District Nursing. 

Shire Hall 
Warwick 
11 July 1961 


L. Edgar Stephens 
Clerk of the Council 








QUEEN’S INSTITUTE 
OF DISTRICT NURSING 
Wiliiam Rathbone Staff College 
Course in Community Health Administration 
Applications are invited from General 
State Registered Nurses who are (a) district 
nurses, midwives or health visitors with at 
least three years’ experience in the field; or 
(b) hospital sisters with at least three years’ 
post-certificate experience who wish to gain 
a wider knowledge of public health nursing, 
for the three-month residential course 
begining on Thursday, 14 September, 1961. 


Scholarships are available for nurses from 
Co. Durham, Sunderland, London and other 
areas. 

Further details may be obtained from 
The Principal, William Rathbone Staff 
College, | Princes Road, Liverpool 8. 


QUEEN’S INSTITUTE 
OF DISTRICT NURSING 
District Nurse Training 
Courses of approved training to qualify for 
the Queen’s Roll and the national certificate 
in district nursing are available to state 
registered nurses on the general register. 
Further details may be obtained from the 
Education Department, Q.1.D.N., 57 Lower 
Belgrave Street, London, S.W.1. 


QUEEN’S NURSES’ 
BENEVOLENT FUND 
Founded in 1913 by Queen’s 
Nurses, for Queen’s Nurses 

Minimum subscription FIVE SHILLINGS 
a year. 

OBJECT—To assist financially colleagues 
who have to give up work owing to 
illness. 

APPLICATIONS for financial assistance 
may be made for a GRANT, after three 
consecutive subscriptions previous to 
going off duty owing to an illness of short 
duration have been paid, and after salary 
rights have been exhausted. OR 

AN ANNUITY, after five consecutive sub- 
scriptions have been paid up to time of 
going off duty, when the illness involves 
resignation from District Nursing, and 
the applicant is unable to undertake other 
work. 

SUBSCRIPTIONS should be sent to Miss 
Ivett, St. Anthony's, Marine Hill, Cleve- 
don, Somerset from whom further details 
can be obtained. 

An Annual Report, with a renewal notice, 
is posted direct to all subscribers each 
year. 





HOLIDAYS 





A holiday for two or three weeks is offered 
at Champney House, Pembury Road, Tun- 
bridge Wells, by John E. Champney’s 
Trust. The Home is endowed by the Trust 
so that the charge is reduced to 44 guineas 
a week. Teachers, Nurses, Ministers of 
Religion, Social Workers and other persons 
in active life, especially younger people, are 
invited to apply for particulars to the 
Warden at the above address. 
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NEW QUEEN’S NURSES 
BADGE 


WING to labour difficulties at the 

firm of engravers supplying the 
new Queen's nurses badges, there con- 
tinues to be considerable delay in the 
distribution of these. 


The Institute regrets any inconveni- 
ence this may cause, particularly to 
nurses who have already sent in their 
old badges for exchange. 

Any nurse whose name is on the 
Queen’s Roll and who has not yet ap- 
plied should write to the General Secre- 
tary, Queen’s Institute of District 
Nursing, 57 Lower Belgrave Street, 
London, S.W.1, giving her name, roll 
number and address. She should not send 
in her old badge until she receives the new 
one. 





Miss A. M. Englefield 


ISS A. M. ENGLEFIELD, well- 

known in the London area where 

she has been Queen’s Visitor since 1947, 
is retiring on 30 September. 


A presentation will be made to Miss 
Englefield in recognition of her many 
years of service, and donations should be 
sent to Miss C. M. Dolton, Vicarage 
Lodge, Boyne Hill Avenue, Maiden- 
head, Berkshire. 





HAVE YOU MOVED 
HOUSE? 


To ensure that you receive 
your copy promptly and reg- 
ularly, please notify us of your 
change of address, before the 
Ist of the month if possible. 

CIRCULATION DEPARTMENT, 

DISTRICT NURSING, 


57. LOWER BELGRAVE STREET 


LONDON, S.W.| 
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CONTROLLING THE QUALITY OF PHARMACEUTICALS 


ELL over a hundred new pharmaceutical sub- 
stances are introduced into therapeutics every 
year, producing in turn countless mixtures and 

pharmaceutical forms on the market. Their average life 
may be generally between two and five years, and de- 
creases all the time, owing to the tremendous amount of 
energy dnd financial resources spent on research, and the 
active competition between pharmaceutical manufac- 
turers. However, most of the new substances used in phar- 
maceutical specialities throughout the world are created 
in a limited number of countries. 

By co-ordinating the information provided by these 
countries on the quality examination and introduction of 
the new substances, !t should be to a certain extent pos- 
sible for the World Health Organization to obtain and 
circulate general methods and specifications of direct use 
for the quality control of pharmaceutical preparations 
produced and imported by its Member States. 

This suggestion was discussed recently in Warsaw at a 
technical meeting called by the European office of the 
World Health Organization. The conference was attended 
by thirty pharmacological experts, governmental control 
authorities and representatives of drug manufacturers. 
The meeting was placed under the honorary chairmanship 
of Dr. St. Bukowski, director of the pharmaceutical 
department, Ministry of Health and Social Welfare, 


Warsaw. Dr. H. Davis, chief pharmacist, Ministry of 
Health, London, was chairman. 

The meeting reviewed the present situation in Europe, 
where the number of pharmaceutical specialities and pre- 
parations available to the physician and the public varies 
greatly from country to country. For instance, Belgium 
and Switzerland have each more than 30,000 different 
pharmaceutical specialities on the market. On the other 
hand, Denmark and Poland have kept the number of 
pharmaceutical preparations available to less than 2,000. 

The work of the meeting is expected to be of assistance 
to governmental authorities dealing with the introduction 
of pharmaceutical preparations, with the organisation of 
national control authorities and with the adequate train- 
ing of personnel for pharmaceutical quality control. 


100,000 VACCINATIONS 
()°: hundred thousand polio vaccinations have 





been administered in the mobile vaccination unit 

made available to medical officers of health by 
Pfizer Limited. Since it was first used last July, the unit 
has been made the spearhead of many local polio vaccina- 
tion campaigns throughout the country. It made its most 
valuable contribution to a vaccination campaign during 
the Ipswich polio outbreak earlier this year when 17,000 
people passed through the unit in ten days. 








The febrile child suffers not only from the 


One fluid ounce contains:- 


} BEMAX are products of Vitamins Limited 


basic infection, but also from its toxic effects. VITAMIN A 20,000 i.u able for children on the re- 

For treatment of the debility and loss of VITAMIN D> B.P 3,000 i.u stricted diets taken during 

appetite arising from the malaise, VITAVEL VITAMIN By; B.P. 4mg illness and convalescence, 
VITAMIN C B.P. 80 m.g 


syRuP is eminently suitable. It provides the 
vitamins which are not only needed in greater 
amounts but may well be lacking in the 
restricted diet of the febrile state. 





ry) Vitamins Limited, Upper Mall, London, W.6. 


PURIFIED GLUCOSE B.P. 25". W/V. 


in an attractive 
orange juice base 


where its high protein and 
vitamin contents make a 
valuable contribution to- 
wards recovery. 
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*DISTAMPIN’ 


The new method 


brand 


Disposable 


Injector 


of injection without hypodermic syringe 
for speed... for convenience... for safety 


When a drug has been therapeutically proved 
the next step in the service of medicine is to 
seek the most acceptable and convenient way 
of presenting it. To this end the ‘Distampin’ 
Disposable Injector—a new sterile unit consist- 
ing of a single-dose ampoule and hypodermic 
needle—is now available. The contents of the 
ampoule are under pressure for automatic 
injection without a syringe. 


The ‘Distampin’ Injector is sterile—no sterili- 
zation is required except the preparation of the 
patient’s skin. 


ay 


Apart from its convenience and time-saving 
advantages, the risk of contact allergy in those 
handling drugs (e.g., antibiotics) is eliminated. 

NOW AVAILABLE ON E.C.10 

*‘DISTAQUAINE’ SUSPENSION 
(Injection of Procaine Penicillin B.P.) 


3 ml. injectors (300,000 units per ml.) 
Cartons of 5 injectors 


‘STREPTAQUAINE’ | in 4 
(Injection of Streptomycin Sulphate B.P.) 
4 ml. injectors (0.25 gramme per ml.) 


Cartons of 5 injectors 


Full details will be sent on request 











THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON, S.W.19 Telephone: LIBerty 6690 
Owners of the trade marks *Distampin’, *Distaquaine’ and ‘Streptaquaine’ 


PPHIG6! 
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